
With this in mind, and with some mathemat-
ical machinations, we can examine the signifi-
cance of the 17 percent cR rate of daunomycin
with the apparently superior 44 percent cR rate
of the combination of cytosine and thioguanine
reported by the Stanford group. Among those,
who responded, the mean duration of CB after
daunomycin treatment was 10.6 months (median
10.2), while the mean duration of ciR for the
cytosine-thioguanine group was 5.8 months (me-
dian 3). For all who were treated with dauno-
mycin, the mean duration of cR was 1.8 months
(median 1.7) and among all patients treated with
cytosine-thioguanine, the mean duration of cR
was 2.6 months (median 1.3). The importance,
of a seemingly great increase in effectiveness of
the combination of cytosine and thioguanine over
daunomycin alone in inducing remissions shrinks
when we realize that the increase in mean dura-
tion of remission for all patients treated was only
0.8 months. This pales to a decrease in the me-
dian duration of remission for all patients when
the cytosine-thioguanine group is compared with
the purportedly inferior daunomycin group.

This may be playing with numbers, but it does
point up the fact that, especially in AML, before
we can make a significant contribution.to sur-
vival we have to develop maintenance regimens
which will hold patients in effective remission.
Induction of remission is a necessary prerequi-
site to prolonged survival, but it is only a first
step, no more. The greater problem is placed at
the doorstep of the chemotherapist-to devise ef-
fective cyto-reduction programs with improved
maintenance, in order to achieve the goal of pro-
longed survival.
Another sobering numbers game is suggested

by examination of the mortality data in the paper
of Poth's group. In order to achieve CR with
daunomycin in four patients out of 23, the au-
thors conclude that 12 others died as a result of
the treatment. In the superior Ara-C-thioguanine
group, six drug-related deaths occurred to achieve
cR in eight patients. This is a drug-induced mor-
tality of 52 percent and 33 percent, respectively.
Overwhelming treatment-caused mortality is the
basis of some argument against therapeutic in-
tervention in selected patients with AML. This
kind of medical brinksmanship can be defended
only because of the certain mortality for all pa-
tients with this disease and the possibility that
in some the disease may be palliated for "sig-

nificant" periods of time. Further, if we are ever
to find a means of control or cure, we are obli-
gated to try reasonable and scientifically con-
ceived therapeutic programs.
On this basis, some observers would also chal-

lenge the authors' statement that patients with
AML should be treated on general medical serv-
ices. An alternative would be initial immediate
referral to special leukemia study centers, where
patients can be allocated to carefully random-
ized therapeutic protocols and started on thera-
py, after which patients can be cared for in their
own locale for at least part of their illness.
The treatment of AML has now reached the

stage at which acute lymphoblastic leukemia was
in the early 1960s. The disease process can be
altered. We must now proceed with the task of
prolonging remission and, with it, survival. Per-
haps acute lymphoblastic leukemia can also serve
as the model to treat AML-that is, with the in-
tent to cure.
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A Refreshing Approach
ELSEWHEE IN THIS ISSUE is an account of how
a diverse multi-ethnic community succeeded in
establishing a health center to meet its needs.
The approach was quite different from that now
generally being used to establish a neighbor-
hood or community health center, and it is worth
noting that so far at least it appears to have been
more successful than many.
The key to this success seems to lie in the

source of the energy behind the effort. lThis
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clearly came from within the diverse multi-ethnic
community itself which wanted to do something,
and not from the government or the "establish-
ment" or anyone else who wanted to plan what-
ever it was they thought best for that particular
community. The energy came from a recogni-
tion of a need where the need was, and from a
determination to fill that need somehow.

Also essential to success was the manner in
which this "grass roots" energy was applied. This
diverse community wisely said, "How will you
help us?" rather than "Why haven't you helped
us?" The result was a warm and effective re-
sponse from those who could help. Physicians,
other providers and a variety of agencies and
organizations both public and private joined to-
gether with this diverse multi-ethnic community,
and Our Lady of Guadalupe Health Center be-
came a going thing.
One is tempted to identify this approach as

the American way of solving community prob-
lems. Indeed it is the traditional American ap-
proach and it is refreshing to know that it still
works. But there is much to suggest that the
traditional American way has been changing.
In recent years there has been enormous public
support of efforts to plan and solve a variety of
community problems for its citizens, and enor-
mous amounts of money are being spent to try
to make the approved solutions work. Many
Americans endorse this approach and some may
even be convinced that this has become 'The
American Way." But so far planning for com-
munities by outsiders has not worked very well.
Perhaps this is because the source of energy is
from without instead of from within. In any case
the value received for dollars spent has been
disappointing. There may be a lesson for us all
in the refreshing approach of Our Lady of Guad-
alupe Health Center.
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